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HIV prevention has focused on reducing the chances of transmission of the pathogen via sexual transmission. This paper argues that current pressures to persuade people that “abstinence” is a reasonable programme goal are based on misapprehension as to the balance between environmental and contextual factors and individual choices in determining why and how people have sex.   Continuing insistence on the part of major prevention programme funders that changing behaviour alone, rather than changing its context, is the main problem will result in poor policy choices.  It is particularly important to get these choices right at a time when increased amounts of money are becoming available for engagement with the HIV/AIDS epidemic.  Failure to take account of this problem may have results beyond the field of HIV prevention. 

The Failure of Prevention in Africa




Figure 1: Current Adult HIV Prevalence – the highest rates in southern Africa may exceed 40 per cent of the adult population

Source: Commission for Africa, Our Common Interest: Report of the Commission for Africa, no publication details, March 2005 – available at http://www.commissionforafrica.org/english/report/introduction.html (​http:​/​​/​www.commissionforafrica.org​/​english​/​report​/​introduction.html​)

Abstinence and ABC
This paper proposes a way in which rational engagement with the vexed question of abstinence as an intervention may be reformulated so as to improve understanding of a complex scientific and ideological area of debate. This opens the way for a new appraisal of how to take forward the vital question of prevention in African and other contexts.  Recent reports from Uganda suggest that AIDS policy there is being trimmed to fit with viewpoints consistent with those often described in the USA as “the Christian right”​[3]​ ​[4]​. Such interchanges must be seen in relation to recent calls to follow the  ‘ABC (Abstain, Be Faithful, Condomise – as these initials are often abbreviated) approach’ to HIV prevention ​[5]​, ​[6]​.  

There has been much debate over the use of the term ABC. This stems in part from the implied ordering and thus assumed moral and ideological priority of these behaviour change options.  It has been argued that abstinence is best, faithfulness to one partner is second best, and use of condoms is a poor third.  Although some people undoubtedly see the ABC approach this way, this is not the only perspective.    At the 2004 International AIDS Conference in Bangkok, a debate took place between advocates of an ‘ABC’ approach, versus those advocating a ‘CNN’ approach (Condoms, Needles, and Negotiating skills)​[7]​.  Critics of ABC argue that ABC puts abstinence first, imposing moral judgements in place of practical prevention.  Advocates of ABC argue that the international focus on individual risk reduction (said to include condom use or clean needle use – leaving existing risk behaviour unchanged) has obscured how progress can be made through primary behaviour change (actually changing sexual practices or rates of drug use).  In other words, the question is whether people change their behaviour mainly through individual volition or whether environmental influences are so powerful as to prevent effective alteration of established patterns of behaviour

This debate merits clarification.

What was ABC in practice?
The ABC terminology has recently been thoroughly discussed by authors such as Edward Green​[8]​.  Green draws heavily on the Ugandan experience claiming that condom use did not feature in the early years of the Ugandan response to HIV.  That conclusion is supported by earlier work from Low-Beer and Stoneburner​[9]​,​[10]​  which re-examined the results of two behavioural surveys conducted in 1989 and 1995 in Uganda, and compared findings to experience in other African nations.   The authors state the largest changes in risk behaviour in Uganda resulted from delayed onset of sexual activity (abstinence) and decreased number of partners (fidelity): condom use was seen to play a smaller role 4,5.  They reported a 60% reduction in persons reporting casual sex partners in the year preceding the survey, and a ‘substantial’ increase in the proportion of 15-19 year olds who never had sex.  They further report decreases in never-married youth aged 15-24 who had premarital sex (60% falling to 23% in males, and 53% to 16% in females). The authors mention that Uganda saw increases in reported condom use between 1989 and 1995, but note that these rates were similar to comparison countries.  Although Stoneburner and Low-Beer admit to some difficulties in comparability of data across surveys, their work, along with Green’s, points to how the ABC terminology suggests that primary behaviour change (delaying onset of sex or reducing partners) should be a viable policy and programme goal for HIV prevention.

However, closer examination of arguments based on these findings suggests the situation is not so clear-cut.  Despite numerous references to an ‘ABC approach’ ‘ABC’ is not one specific message or strategy.  It seems clear that if and when A, B, and C work they are the outcomes of successful prevention messages at particular times and in particular circumstances.  As with much else in this epidemic, time and place may be everything and what is done has to be closely related to where and particularly when.  ABC has not been one clearly defined approach or policy that can or should be advocated as the answer to all situations.  While Green does claim Uganda followed an ABC model, he does so to emphasise the importance of A and B as viable programme goals, and he notes the variety of messages and that Uganda stands out in “its emphasis on interpersonal (or face to face), community-based, culturally tailored IEC [information, education, and communication messages]”(p.174)

ABC was one of many messages developed at that time in Uganda; it was not a national policy, and there is no evidence of any causal link between any single message and the behaviour change observed.  This matches with the observations of others who have argued that it was a multiplicity of messages and the enabling environment created by the Government of Uganda which may have set Uganda apart, ​[11]​, ​[12]​, ​[13]​.  Most recently, Maria Wawer and her collaborators​[14]​  have suggested that abstinence, fidelity and condom use have been important influences in Uganda over the last 20 years but not equally and not all at the same time.  In Rakai they found condom use to be particularly important for casual and commercial sex.  These are sexual acts which may occur less frequently, but are probably more important vectors of disease.

Misusing the ABC message
Today, however, some groups and funders are invoking ‘ABC’ to give credence to very specific and limited prevention messages.  The Bush administration in particular has invoked the Ugandan success to justify an ‘ABC approach’. It has been criticised by Human Rights Watch​[15]​ and others​[16]​,​[17]​, ​[18]​ for promoting unproven abstinence programmes at home and abroad – including in Uganda from whom the US has supposedly learned so much, and where observers now fear there may be a growing restriction on the openness of groups to respond to HIV/AIDS – an openness credited with Uganda’s success in the past.​[19]​ ​[20]​. But the ABC acronym does not in fact justify what is being promoted​[21]​.  Rather than directing us to simple accounts of what supposedly happened, the ABC experience in Uganda should more realistically and logically point to the finding that there are multiple paths to HIV transmission reduction, and that primary behaviour change is achievable.  

ABC does not, however, say that an education message of ABC, or an abstinence first strategy will achieve primary behaviour change. Indeed, studies have found comprehensive sex education to be more successful than abstinence only messages​[22]​, ​[23]​.  Unfortunately the term ABC has led some to adopt and propagate simplified and simplifying messages – particularly those which only mention education, losing sight of the importance of interventions to address the socio-economic realities of people’s lives which shape their sexual behaviour and possibilities of choice. 

Once this realisation is taken on board by policy makers, the following point must be explored and debated.  Is it correct to focus prevention interventions on something loosely defined as "sexual behaviour" when the real issues may be the contexts within which those behaviours take place, the life circumstances which those behaviours address, or the diverse meanings that the terms "sex" may have in different cultures and societies?

The meaning of “sex”
A recent survey of US adolescents​[24]​ showed that many of them did not consider oral sex as “sex”.   This has been confirmed by a number of other studies​[25]​, ​[26]​, ​[27]​. The importance of this finding is twofold.  First it underlines that the cultural meanings of “sex” cannot be assumed to be the same in different societies and social groups - even as between sub-groups of the US population.   Second, the social and economic context within which “sex” occurs may influence perceptions of risk and patterns of behaviour more strongly than individual choices. This has consequent implications for disease epidemiology and prevention.  

Here we argue that “sex” takes many forms in all societies.  Abstinence based prevention messages make naïve assumptions about “sex” in “African” societies which fail to engage with diversity and the social and economic context of “sex”​[28]​,​[29]​,​[30]​,​[31]​,​[32]​,​[33]​.  “Sex” in the very diverse circumstance within Africa and within African countries is not necessarily the same as “sex” in those societies and policy communities driving prevention agendas via their funding programmes​[34]​.  We cannot ignore the realities of how poverty and social isolation – which are rife across sub-Saharan Africa – can influence lifestyles and place young men and women at risk.  Neither can we ignore the customs and practices around sexuality which may form and frame people’s desires and practices​[35]​. 

Two examples of social dictates of African “sex” which have received considerable exposure in relation to HIV prevention are (a) the practice of “wife inheritance” or the levirate​[36]​ in some parts of Africa and (b) the practice of “ritual cleansing” of recently widowed women. Each of these practices has obvious associated dangers in circumstances where HIV and AIDS prevalence levels are elevated. 

Recent interviews​[37]​ by one of the present authors suggest each of these practices is only tangentially about “sex” as that term is commonly understood in the west.  Wife inheritance serves, among other things, to establish a continuing link through which the widow’s social and economic welfare may be reassured.  Similarly ritual cleansing, the practice whereby a recently widowed woman has intercourse with a man from the deceased husband’s kin group or community before she can return to “normal” social life, is not primarily about “sex”.  It is about returning the abnormality of circumstances where a death has occurred to normality, about ensuring that that normality permits the natural/cultural world of agriculture to return to balance, and it is about satisfying the insistent demands of ancestors, a pervasive and important presence in many African societies.  The lack of importance of ‘sex’ in these traditions is seen in evidence that ritual cleansing practices have been adapted in communities which recognise the realities of HIV/AIDS.  One research project in Uganda’s Masaka district has found that in some groups intercourse with a widow has been replaced by a ceremonial ‘stepping over’ the woman’s body by the brother-in-law​[38]​.  The culture has preserved its traditions to ceremonially purify the widow, but adapted it to circumstances where the dangers of HIV/AIDS are recognised.  Another report from Zambia indicates that intercourse still takes place but is displaced from the widow to a woman from outside the group, thus fulfilling the ritual cleansing requirement with presumably perceived reduction in risk of contracting HIV infection where the widow’s deceased husband may have died from AIDS​[39]​.  

In addition to these examples there are also probably more important examples where “sex” is not “sex”.  This is most obvious and most common where women deploy the important and valuable resource of their bodies as part of a livelihood strategy when the alternative may be hunger and/or more arduous and time-consuming ways of earning a living.  Confronted with a choice between accepting gifts from a boyfriend or boyfriends who visit on an occasional basis and the prospect of hand -cultivating a hectare of land over many, many days while also caring for children, the rational economic choice is obvious. 

Linking “sex”, behaviour and context
It is likely that in harsh conditions, whether in Africa or elsewhere, transactional survival “sex” is likely to be more common​[40]​,​[41]​ ,​[42]​  In contrast,  a very simple view of “sex” has driven prevention agendas since the beginning of the epidemic.  Standard public health prevention theory has been based on the assumption that education leads to rational behaviour change. However, an approach focusing on education alone and on an expectation of individual behavioural responses may not be appropriate to poor country circumstances because of a major and very significant difference between the distribution of types of of “sex” between world regions.  In poor societies, sex is more likely to be tied to livelihoods, duty and survival; in rich societies it is more likely to be a matter of personal choice, but even there the degree of choice may often fall along gradients of power associated with different parameters of inequality.

So where does this discussion take us with regard to the future of HIV prevention?  

Prevention efforts must work to understand and address the socio-economic and cultural realities in which sexual behaviours are shaped.  Furthermore, prevention strategies must explicitly aim to provide local communities, and local leaders, freedom to shape interventions to local circumstances, and to local understandings.  Promoting individual messages or packaged strategies will never be effective, as they will inevitably be oversimplified.  This need for diversity of response poses difficult problems for large scale interventions and large budgets as diversity of response may carry high administrative and logistic overheads.

The answer to prevention is not A or B or C. It lies in the  understanding that A and B and C in varying proportions and with different emphases may be required in response to complex life situations.  Given the different meanings of “sex” as between those who finance and design programmes and those for whom they are intended, we have a problem. This is a problem of understanding, theory, and ideology. Seeing “sex” for what it is rather than for what we assume it to be from the assumptions of our own cultural standpoint is the first and fundamental step.  
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